IT may have been an accident, but it is certainly not inappropriate that this week should have been chosen for a discussion on the treatment of neurosyphilis. Four hundred and thirty years ago last Sunday Columbus and his companions landed in Europe on their return from their first voyage to America, bringing with them, as an undiscovered stowaway, the spirochete which was destined to play such havoc with the European nervous system. The choice of date for this discussion must have been accidental, as our honorary secretaries would not have risked attention being drawn to the fact that the responsibility for the appearance of syphilis in our isles lies in the first instance on Aberdeen and in the second on Edinburgh, whence the disease spread rapidly to other parts of the United Kingdom. It is only fair to note, however, that these two cities have never shirked their responsibility in the matter, supplying, as they have done, innumerable and valiant recruits to the ranks of the medical profession in its crusade against the scourge, recruits who have followed the enemy into every corner of the country.
The privilege of opening a discussion of this kind is more or-less bound up with the duty of provoking controversy, and I hope to fulfil the latter by making a general attack on the profession, to which I have the honour to belong, on its conduct of the crusade against syphilis from the time when ignorance afforded a reasonable excuse for inefficiency, until the present day when it ought to know better.
In order to simplify the issues, I propose to lay down dogmatically certain principles to which I have no doubt some of you will take exception.
In the first place, no distinction can be drawn between the interstitial and parenchymatous varieties of neuro-syphilis in so far as the principle governing their preventive and curative treatment is concerned; to my mind they both afford evidence of an active process in the nervous system provoked by the presence of the Spirochata pallida.
In the second place, the prevention of neuro-syphilis must depend on the complete eradication of the spirochaete from the bodies of infected persons or, alternatively, the continued abeyance of its activities. Although the first desired result has no doubt often been attained by treatment, we have never had, and we are still without, reliable data on which to base the opinion that any particular individual has been cured of syphilis.
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These propositions deserve more critical consideration in their proper order.
Many of us remember the time when it was generally taught that while the interstitial form of cerebro-spinal syphilis could be regarded as the product of the active virus, the paprenchymatous or so-called para-syphilitic, forms were manifestations of a mysterious after-effect of luetic infeetion. Much controversy raged around this hypothesis, and it was even maintained by some that tabes and general paralysis could be more fairly attributed to the prevailing methods of treating syphilis than to the disease itself. The discovery of the spirochsete in the central nervous system brought about a sudden and complete change of opinion, which now favours the view that both tabes and general paralysis are produced by active syphilization of the nervous tissues. If this view is correct we must assume that the principles governing their prevention and curative treatment are essentially the same as those we recognize in relation to cerebro-spinal syphilis and indeed to all late manifestations of syphilis in other organs. In other words, the appearance of neuro-syphilis in any form must be admitted as evidence of failure in our attempts to cure primary syphilis.
What has the profession done about it ? Admittedly, its armament against syphilis has been added to. Various metals besides mercury have been brought into the fray, but the same blindness to the teachings of clinical experience is still displayed.
The cure of syphilis by two years of mercury was replaced first of all by one dose of salvarsan, and later by almost daily increments in the number of doses of that and of other drugs. But late manifestations of syphilis are still frequent. I submit that we shall never obtain better results until we frankly admit that we cannot justifiably use the word " cure " in relation to syphilis, and unreservedly support the principle of life-long treatment. The following quotation from an article on syphilis in one of our most recent text-books illustrates the fallacy underlying present-day teaching:-" The main principles to be observed in the treatment of syphilis are: (1) To begin as early as possible, before the parasite has become buried in the sclerosed prinmary sore or entrenched in comparatively inaccessible regions, such as the central nervous system; (2) to continue as long as experience shows that there is a possibility of the patient relapsing if treatment ceases." I do not quarrel with these exhortations, but the second loses its force when followed a little later by this sentence: " There is evidence to show that, judging by the persistence of a negative Wassermann reaction for some years afterwards, and the propagation of healthy children, many cases are cured by a comparatively short course of arsenobenzol and mercurial injections, whilst others, apparently the same in character, have relapsed again and again after the same course." Is it fair to ourselves or to our patients to judge by the persistence of a negative Wassermann reaction and the propagation of healthy children? Clinical experience is full of evidence to the contrary. Probably the majority of our tabetic and general paralytic patients have propagated healthy children, and certainly large numbers have negative Wassermann reactions while displaying definite clinical evidence of these diseases. I submit that despite its undoubted scientific interest the Wassermann reaction is an obstacle rather than a help in the practice of medicine. A positive reaction is sometimes a valuable piece of confirmatory evidence. A negative reaction is almost without value as evidence, but unfortunately has become so highly credited that it is a direct menace to proper treatment. It gives rise to delusions of security in the minds of doctor and patient, satisfying the desire unconsciously cherished by most of us to shift our responsibility on to some test.
You will have gathered that I regard continuity of antisyphilitic therapeutics as the foremost principle to be observed in regard to both the prevention and the treatment of neuro-syphilis. That periodic courses of treatment year after year will prevent the development of neuro-syphilis has yet to be proved, but it is significant that patients who neglect the treatment of the primary infection often develop nervous manifestations at an early date, and that in those patients who are subjected to thorough treatment for several years to begin with, the cerebral and spinal complications are often long delayed.
Many years ago Fournier tabulated 321 cases of tabes with previous syphilis in the following way: There were 24 in which there was no' treatment at all, 70 in which there had been absolutely insufficient treatment, 108 in which three to six months of mercury had been given, 74 in which treatment had lasted six to twelve months, 32 in which it had lasted one to two years, and only 13 in which it lasted two to four years. These figures are significant in themselves, but it would be far more interesting and instructive to know in what percentage of cases of syphilis treated intermittently year after year tabes, general paralysis, or other forms of neuro-syphilis would develop.
For many years it ha.s been recognized that meningeal and vascular lesions respond to antisyphilitic measures, but it is not long since neurological authorities denied that any benefit could be derived from treating tabetic or general paralytic patients on similar lines. Personally I am convinced that this view was mistaken, and I have brought evidence before this Section showing that in regard to tabes, at any rate, the combination of early diagnosis and continued treatment is attended by most satisfactory results. The question of general paralysis is somewhat different, although I am not altogether without hope that with sufficiently early and sufficiently prolonged treatment better results may be obtained than those attending other measures.
It need hardly be said that, in speaking of the beneficial results of treating neuro-syphilis by any particular method, it is not suggested that is is possible to do away with such physical signs as Argyll-Robertson pupils, areas of analgesia and absent tendon-jerks. If the progress of the disease can be arrested and disorders of function can be improved or cured by re-educational measures, it is all that one can expect.
We shall probably find, in the course of our discussion, that there is much difference of opinion in regard to the efficacy of various methods of treatment. There seems to be a general feeling that, in spite of the good results often obtained by the administration of arsenical compounds, mercury ought not to be discarded, and personally I am in the habit of using both metals in the initial treatment of neuro-syphilis. The ideal route for the administration of arsenic is still undecided, but I hope to learn much in regard to this important subject to-night. I have never been enamoured of intrathecal medication, partly because I have seen no results following this method which are unobtainable by intravenous or intramuscular injections, and partly because repeated lumbar punctures are a source not only of much distress but also of some danger to the patient.
We may expect to hear that antisyphilitic treatment should be guided by repeated examinations of the blood and cerebro-spinal fluid. For my part, I prefer to continue with periodic treatment without paying any attention to the blood Wassermann reaction in patients suffering from tabes or who have suffered from interstitial lesions in the brain or spinal cord. On the other hand, occasional examination of the cytology of the cerebro-spinal fluid may be helpful in regulating the amount of treatment desirable in the early stages of acute conditions. Another question of interest concerns the contra-indications to antisyphilitic treatment. We shall probably all agree that great caution is required with patients suffering from advanced cardiovascular changes, especially in relation to intravenous injections. Albuminuria is not in itself a contra-indication to mercury or arsenic, and it will often clear up during the administration of these drugs. In other words, renal inefficiency, rather than albuminuria, must be regarded as the contra-indication.
It used to be stated that mercury and arsenic should not be given to patients suffering from optic atrophy, and at one time I shared the gloomy view generally taken in relation to the prognosis of this condition. Latterly, however, I have had reason to modify this opinion, having seen a few cases of early optic atrophy treated energetically with mercury and arsenic, and apparently deriving great benefit. In this connexion I was much interested in an article written by Leslie Paton on tabes and optic atrophy.' He supplies information suggesting why it is that some forms of atrophy of the optic nerve are more amenable to treatment than others.
My remarks have been confined to the treatment of neuro-syphilis by antisyphilitic therapy, but in the course of the evening I hope we may hear something of other methods. There is, for instance, the treatment of general paralysis by inoculations of malaria or other infective agents, of which I have read, but of which I have had no personal experience. Whether this hope is realized or not, I am satisfied that there is ample matter for profitable discussion in the principles governing antisyphilitic therapeutics and in the technique which should be employed to ensure its success.
Dr. H. MACCORMAC, C.B.E. Although little qualified to discuss a subject demanding considerable technical knowledge of neurology, as a syphilologist, however, I have the opportunity of seeing syphilitic disease in its various forms and in this way may have become familiar with certain general principles upon which to base methods of treatment.
The general study of syphilis may be undertaken in two different ways: Either attention may be paid to the signs and. symptoms, their nature, and the effect of treatment on them; or observation may be confined to the biological reactions, such as the Wassermann reaction. Each of these methods has its special purpose and they are to some extent complementary, but there is
